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                                                                                                                             Volunteer Health Clearance 


Volunteer Name: _______________________________________________ Date of Birth: ________________ 
Address: __________________________________________________ Apartment: ____________________ 

City: ____________________________ State:  ____________________ Zip:  __________________________ 

Home Phone # ____________________ Cell # ____________________ Business # _____________________ 

Email Address: _____________________________________________________________________________ 

Checklist of Mandated Immunizations
Please have your provider print out your vaccination schedule which must include: MMR1, MMR2, Varicella1, Varicella 2 (chickenpox) and FLU vaccine proof. Please attach proof when uploading to volunteer portal. (note: if you do not have records that indicate you had the above vaccines, you will need to obtain a titer (blood test) demonstrating immunity to Measles, Mumps, Rubella and Varicella and submit with this form Tuberculosis Test QuantiFERON Gold or (PPD): 2 step tests. TB testing can be obtained free of charge from EHS. 
Dear Provider:

__________________________________________________ is volunteer candidate for Northwell Health. They have listed you as their health care provider.  This candidate may be assigned to work directly with various populations in their assignment. Therefore, as part of our health assessment process, it is important for us to evaluate the individual’s current health status.  






     



	Vital Signs:  Height:                          Weight:                            B/P:                       Pulse:                    RR:                       SpO2

	Comments on medical concerns:


Volunteer ________________________has been examined. Date of physical: __________________________

 


Health history and immunization records have been reviewed.
  
 

No apparent contraindications to participating as a volunteer in a healthcare setting. 
 
        

There is no evidence of active pulmonary Tuberculosis  
Medical Clearance Attestation

After physical examination and review of past medical history, I find the above-named individual to be physically and mentally capable of performing their duties. The individual is also free from communicable disease and impairment, which might interfere with the performance of their duties as a volunteer. There is no evidence of habituation or addiction to depressants, stimulants, narcotics, alcohol or other drugs or substances which may alter the individual’s behavior. 
Name of healthcare provider: (print/stamp) __________________________________________________________
Address_________________________________________________________Phone____________________________

Signature of Health Care Provider: _________________________________     Date______________________________
Adapted from MD Clearance Form for remote employees  2023

